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' Please consider this plan of correction! . ;
. «1qla
;g:; fﬁglﬁéﬂﬂﬂm AND RESPECT OF F 241 Greystone’s Health Care Center's cradible ! qb"”}
' allegation of compliance under Federal
The faciiy Jnust pmote cara for residents in 5 Medicare and Medicaid requirements.
manner and in an ronmert that maintaime or ' et : :
enhan aach residents digity and tin Submission of this plan of correcu?n fs not an
full recognition of his or her individuality. admission of that a deficlency exists or that
the facility agrees they were cited correctly.
. . This plan of correction reflects the desire to
This R t i
h"s EQUIR.EMENT = o .rnel as evidenced continually erhance the quality care and
.| Based on medical record review, ahservation, services provided to the residents and are
and intarview, the facifity failed to provids dignity submitted solely as a reguirement of the
for o
& (#5) of six residents revicwed. : provisions of Federal and state law,
The findings included:
Resident #6 was admitted to the facility on F 244 : ; ; ,
January 25, 2012, and re.edmi 1 on May 27, 4 Corrective Action and Identify areass having
2012, with diagnoses mcfuding Mulliple Cersbral the potential ta be affected:
Vassular Accidenis (CVA), Respiratory Failure,
Pnaumonia, Tracheotomy, Colostomy, Urosepsis, Resident #6's colostomy bag was changed on
and Dysphagia (dfficulty swaliowing). 6/26/2012. Products will be used for resident
Observation in the resident’s room and near the #5 1o reduce the odor when air is released
resident's door in tha haliway, on June 25, 2912, from the colostomy bag.
At 10:30 a.m., revesled a sirong fecal odor.
' [dentifying Other Residents
t?mbsenraﬂun onJune 26, 2012, at 10:25 am., in
rasident’s room with Cerbfied Nurse Assistant : ;
(CNA) #1 and Licenscd P icel Nurse (LPN) 21 Two addifaonai residents co.!ostomy products
revealed a strong fecal odor. Interview with CNA were reviewed by the unit managers and
#1 and LPN #1 while in the resident's om determined the adors were contained,
corifirmen the odor and revesled the odorwas
from "burping” the resident's colostomy bag,
Qbservation on June 26, 2012, at 3:30 p.m., in
the resident’s room with the resident's visitor
confimed the edor and that it eame from the
e omm OR PROVIDER/SUFFUER REPRESENTATIVES SIGNATURE © TIE o DATE
7 4/ gzsﬂﬂa [
WmﬂwnqamzmmrpranmmdenmamncyM the instittion may be excusad flom Providing B I8 detesmoine tha
sthor p to the paGonts. (See Instuctions.) Emmmnthgmhmmmmwmmmmmm
pliowing the date of survay whethar of net a plap of Comaction is provided, P nyesing hotnes, tha sbove findings and plams of conestion are disckosabh 14
aye foimuing the data thess are made avaidabla to the facilty. M defieh B zited, 30 appraved plan of colrection kv requisits to condinured
regraen pactcipation.
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(X4} ID SULARY STATEVIENT OF DEFICIENCIER in PROVIDER & PLAN OF CORRECTION pun
PREFIX (EACH DEFICIENCY MUST BB PRESED CORRECTIVE .y I,
TAG REGULATORY OR LSG IDE’?!%’-YFNG m%ﬂ% p";E,qgm c@%mc&u fmg,‘&%‘f&m g+
— ) DERICIENTY)
Systermic Changes:
F 241 | Continued From page 1 'F 241 ?j‘i [
residents colostomy and it was “ermbarrassing.” Unit managers will review residents with 2l
. . } colostomies twice a week for 2 weeks then
?m"gﬂgfmq Juln,s argg;nzglg;eat weekly for 4 weeks then monthly for 2
hallway and then in the residents roam with LPN imonths to determine if preducts are
#2 revealed a strong odor of feces. Interview with appropriate and odors contalned.
LPN #2 while in the resident's reom confirmed the
gggr uz.?nf;tarr; burpt:g';;flhae r;eémggsd?“?‘?my The  staff devg[opm:ant co?rdinator will .
F 281 | 483.20(K)3)(1) SEp Eﬂwj CES PROVIDED MEET complete education with the licensed nurses
58=D | PROFESSIONAL STANDARDS and certified nursing 3ssistance to report
: . ) uncontrolled odors from colostomy products.
The services provided or armanged by the faciiity Monitoring:
must meet professional standards of qualiy, &
| . Results of the audits will be reviewed by the
This REQUIREMENT s not mat as avidenced fadlity QARA Committee meeting monthiy
hg.:-:lsed on medical recard review and interview for 3 months with revisions to the plan as
review erview, ]
the Taciiity fafied to follow 2 physiclan'a order for deemed appropriate by the OA&%A
one (#1) of six residents revicwed. Committee,
The findings included:
g%ﬁ?@sﬁ?ﬁ?ﬁﬁﬁ?ﬁﬁﬂﬁgﬁq The Director of Nursing and unit managers
for a tor R Cuff will be responsible for overall compliance.
Madieal recard review of the physician's order
dated June 12, 2012, reveated *...Oebrox ear gits
(drops) 5 gits in each ear qd {every day) X (fimes)
3 days then ringe...” .
Medical record review of the June 2012,
Madication Adminlstration Record (MAR)
revealed the ear drops were schaduled to be
administered on June 13, 14, and 15, and then
the ears ware to be ringed. Continued review
M CA9-2607(02-50) Previnus Versiona Otoloto Event 1D:LIVEY11 Paciifty i: TNG2(H K cantinuation sheet Page 2 of §
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) + |Corrective Action and Identify areas having f} 3 ‘ 22 3
F 281 | Continued From page 2 F 28 \the potential to be affected:
revesled no inltials indicating the nurse

F 441

ad;t;mistered the ear drops on June 13, 14, or 15,
2012, '

Interview on June 26, 2012, at 3:15 p.m., in the
haliway rear the third floor nurse's desk, with the
third fioor Unit Manager revealed the nurse who
workad on June 13, 2042, could not remember
administering the ear drops, the nurse who
worked on June 14 and 15, 2012, administerad
the ear drops on the June 15, 2012, but forgot to
sign the MAR. Furiler interview with the third
floor Unit Manager confirmed the sar drops were
not administered as the physician ordered.
483,65 INFECTION CONTROL., PREVENT .
SPREAD, LINENS

The facility must establish ard maintain an
Infection Control Program designed to provide g
safe, sanitary and comfortable environment and
1o belp prevent the development and tranamission
of disease and mfection. )

{2} infection Controf Program

The facility must establish an Infection Control
Frogram under which it -

(1) Invasfigates, controls, and prevents infections
in the facilly;

(2) Decldes what procedures, such as isolation,
should ba appiied to an individual resident: and
(3) Maintains a record of incidents and comrective
actions related to infections.

(b} Preventing Spread of Infaction

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isglate the resident.

]

Resident #1's physician was notified and
order received far debrox and placed on thef

medication  administration  record  on
6/27/2012.

identifying Other Residents

Unit  managers reviewed medication

adrninistration records for documentation of]
medications being administrated to residents,

Systemic Changes:

The facility unit managers will complete a‘

_weekly audit for 2 weeks then twice a mmﬁ.}

for 8 weeks of the medication administration
records for completion and appropriate
documention.

The DON educated the facility administrativel

nurses on  reviewing the medication
administration records. The staff
development caordinator campleted

education with the licensed nursing staff on;
administration of medications and|
documentation on  the  medication
administration records,
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g:ér’gt {MACH DEFICIENCY MUST BE PRECENED BY FLLL FREFIK (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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: . DEFIGIENCY)
’ ' Monitoring:
F 441 | Continued From page 3 FZ?] ﬂ‘i[zom_.
(2) The facilty must prohibit employess with & : Results of the audits will be reviewed by the

0 -, - n Eir -
g&dm%mﬁaﬂm?ﬁ? tﬁ’;::arse. food, i onths with revisions to the plarn as deemed
(3) The facility must require staff to wash their ppropriate by the QA&A Committee.
hends after eath direcs rasident contact for which:
hand washing is indicated by accepted
professional practics, ;

communicable disease or infacted skin lesions [ciliw OABA Committee menthly for 3
m

The Adrinisteator, Director of Nursing and

(c) Linens . _ . ¥
Personnel must handle, store, prozass and unit managers will be responsible for avera
?ansport linens so as to prevent the spread of compliance,

rection, -

Corrective Action and Identify areas having ‘3}?{;012.

This REQUIREMENT is not ,met as evidenced F:q'q' ! the potential to be affected:

by: }

Based on medical recoid review, observation,

and intervisw, the facility failed to provide On 6/27/2012 Resident #6-the unit manager
'trmerven@nns o prevent contamination for ona . rernoved the formaias and suction ftems from
(#8) of six residents reviewed. the resident’s care area and discarded.

The findings inchided: ldentifying Other Residents

Resiient #6 was admitted to tha facility on .
January 25, 2042, end re-admited on May 27, On 6/27/2012 restdent rooms were reviewed
2012, wih cﬂa-g‘nosas ncluding h!ulﬂple Carebral by nursing and housekeeping for items at the
Vascular Accidents (CVA), Respiratory Failure, bedside that nesded discarded.

Multiple Episades of Pneumonia, Urosspsis,
Tracheotomy, Colestomy, Dysphagia (difficul
swallowing) and Peg Tube Placement (fesding
tube insertad into the stomsch).

Medical iecord review of the hospltal's History
and Phyzical tatad June 13, 2012, ravealad the
1 resident was hospitalized with Preumonia and
Urasepsis (severe urinary tract infection),
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DEFICIENCY)
Systemic Changes:
F 441 | Continued From page 4 F 441 , ﬂqbp‘z_
: An audit will be completed by the unit
1tgl:uerennrati4::ﬂ on June 27, 2012, at 720 a.m., in managers and housekeeping to observe
a residenls room with Licensed Practical Nurse ident s< for breaches in infection
(LPN) #2 and LPN 23, ed &n resident care a're 'e . i :
container of steriie Normat Saline usedl to suchon contrel techniques. This audit wilt be
the resident's trachecstomy on the bedside table, completed twice weekly for 2 weeks, then
tubing approximately four foot long (with formule weekly for 2 weeks then monthly fi
y for three
in it) on the floor, and formuia spilled on the fioor. mont:s
Interview on June 27, 2012, at 7:20 am., in the
residant's room with LPN #2 and #3, confirmed The staff development  coordinator
the formula in mednfﬁ:'ing and on thg fioor provided completed education with the nurslng staff,
a breeding groun bacterta, and the open ’ ) .
container of Normal Safine was ) housekeeping staff and resplratt?rv staff]
contaminated, and avallable for licansed staff to regarding infection control techniques to
use 1o suction the resident, prevent spread of infection to residents.
Monitoring:
nesults of the audits will be reviewed by the
facility QA&A Committee monthly for 3
menths with revisions to the plan as deemed
ppropriate by the QAA Committee.
The Administrator, Director of Nursing and
infection control nurse and unit managers will
he responsible for averall compliance,
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